National Black HIV/AIDS Awareness and Information
Day is observed each year on February 7 to call attention to the disproportionate impact of human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome (AIDS) on the black population in the United States. The event is sponsored by a coalition of nongovernment organizations, with support from CDC.
During 2000-2003, more than half of new HIV/AIDS diagnoses in 32 states were among blacks, although blacks represented only 13% of the population of those states. In 2003, black men had the highest rate of HIV/AIDS diagnoses of any racial/ethnic population, approximately seven times the rate among white men and twice the rate among black women (1) . Black women are also severely impacted by HIV. During [2000] [2001] [2002] [2003] , approximately 69% of women who had HIV/AIDS diagnosed were black. In 2003, the rate of HIV/AIDS was 18 times greater among black women than among non-Hispanic white women (1) .
CDC is working to reduce new HIV infections among blacks by developing interventions tailored to the cultural needs of this population. This combination of behavioral and biomedical approaches includes expanded access to voluntary HIV counseling and testing, behavioral interventions for at-risk and HIV-positive persons, and screening and treatment for sexually transmitted diseases, which can facilitate HIV transmission and acquisition. More information is available at http://www.cdc.gov/hiv.
HIV Transmission Among Black Women -North Carolina, 2004
In 2003, women constituted 28% of human immunodeficiency virus/acquired immunodeficiency syndrome (HIV/ AIDS) cases in the United States; approximately 69% of those cases were among non-Hispanic black women (1) . Heterosexual transmission is now the most commonly reported mode of HIV transmission among women (1) . In North Carolina, black women make up a growing proportion of newly reported HIV infections and, in 2003, the HIV-infection rate for black women in North Carolina was 14 times higher than that for white women (2) . Despite this disparity, few epidemiologic studies have examined HIV transmission among black women in the United States, particularly those residing in southern states. In August 2004, the North Carolina Department of Health (NCDOH) invited CDC to assist in an epidemiologic investigation of HIV transmission among black women in North Carolina. This report summarizes the results of that investigation, which indicated that the majority of HIVpositive and HIV-negative sexually active black women in North Carolina reported HIV sexual risk behaviors. These findings underscore the need for enhanced HIV-prevention strategies in this population.
CDC and NCDOH reviewed public health surveillance data for 1998-2004 for newly reported HIV infections and HIV contact-tracing records of NC Disease Intervention Specialists (NCDIS). A case-control study was conducted to identify * Proposed. epidemiologic and behavioral differences between HIVpositive women (case-patients) and HIV-negative women (controls). Case-patients and controls were heterosexually active, non-injection-drug using black women aged 18-40 years who resided in regions with highest HIV morbidity (i.e., Raleigh, Durham, and Charlotte). Case-patients received an HIV diagnosis during January 2003-August 2004 and were recruited through NCDIS and medical clinics. Controls were recruited at HIV-testing sites during August-October 2004. Attempts were made to interview the HIV-positive male sex partners of case-patients to assess male partner risk factors. Face-to-face interviews were conducted with all participants to obtain epidemiologic and behavioral information, including sexual behaviors reported for the 12-month period preceding either the date of diagnosis for the case-patients and their partners or the date of interview for the controls. Participants were also asked to offer explanations for HIV risk behaviors among black women and to provide suggestions for strategies to reduce HIV transmission among black women in North Carolina. Univariate and multivariate analyses* were conducted by using statistical analysis software. Unless otherwise noted, all differences indicated in this report are statistically significant at p<0.05.
During January 2003-August 2004, a total of 208 new HIV infections were reported among black women aged 18-40 years in Raleigh, Durham, and Charlotte. Of these, 97 (47%) patients were excluded, including 75 whose HIV was diagnosed before 2003 or in another state, 13 who could not be located, and nine who were deceased or too ill to be interviewed. Of the remaining 111 patients, 31 (28%) agreed to participate in the interview; 58 (52%) could not be located or did not respond to inquiries, and 22 (20%) refused participation. A total of 101 controls agreed to participate in the interview. Controls were recruited during HIV testing at health departments (87 controls), at an apartment complex (nine), at a pharmacy (three), and at a church (two). Of the 31 patients, 15 (48%) could identify an HIV-positive male who they suspected was the source of their HIV infection. Of these men, six (40%) agreed to be interviewed.
Patients and controls were demographically and behaviorally similar (Table) . Similarities included their median age at first sexual intercourse, lifetime histories of any sexually transmitted disease (STD), reports of unprotected vaginal intercourse, and previous HIV testing. Although the majority of participants had either previously had an STD, been pregnant, or been tested for HIV, most felt they were unlikely or 
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very unlikely to contract HIV. Seven (23%) patients learned they were HIV-positive during prenatal screening.
In the univariate analysis, several differences were identified among patients and controls (Table) . Patients were significantly more likely than controls to be unemployed; have 20 or more lifetime sex partners; use crack/cocaine; and receive money, shelter, or drugs in exchange for sex. In the multivariate analysis, three statistically significant differences were identified. Women receiving public assistance (adjusted odds ratio [AOR] = 7.3; 95% confidence interval [CI] = 2.1-26.0) and who had a lifetime history of genital herpes infection (AOR = 10.6; CI = 2.4-47.2) were significantly more likely to be HIVpositive. However, women who discussed sexual and behavioral history with their male partners were less likely to be HIV-positive (AOR = 0.6; CI = 0.4-0.8).
According to NCDIS records, three of the six male partners who agreed to an interview had engaged in sex with another male, but only one admitted to this activity during the interview; none reported injecting drugs. Twenty-two (71%) of the HIV-positive women believed they were infected by a steady partner. Although only one third of the HIV-positive women characterized the relationship with their steady partner as mutually monogamous, the most common reason reported for not using condoms was that they trusted their partners.
The most common reasons reported by black women for engaging in behaviors that place them at risk for HIV infection were 1) financial dependence on male partners, 2) feeling invincible, 3) low self-esteem coupled with a need to feel loved by a male figure, and 4) alcohol and drug use. In addition, participant's proposed strategies for reducing HIV transmission among black women in North Carolina included 1) introducing HIV and STD educational activities in elementary and middle schools, 2) increasing condom availability and usage, and 3) integrating targeted HIV-education and -prevention messages into church and community activities, as well as into media and popular culture. Editorial Note: Findings from this investigation highlight several health concerns among black women that warrant ongoing public health attention. First, both HIV-positive and HIV-negative sexually active black women in North Carolina reported HIV risk behaviors. Second, within these women's hierarchy of needs, securing essential commodities (e.g., food or shelter) was of higher priority than protecting themselves from HIV infection. Third, despite the high prevalence of risk behaviors and previous HIV testing in this population, the majority of women perceived themselves to be at low risk for acquiring HIV infection. Finally, willingness to discuss condom use did not correlate with actual condom usage, as evidenced by the high prevalence of unprotected vaginal intercourse.
Results of the multivariate analysis provide insights into developing prevention strategies for black women. Although some HIV-positive women might have been receiving public assistance related to their HIV infection, the findings of higher rates of public assistance and exchanging drugs, money, or gifts for sex among HIV-positive women are consistent with previous studies, which suggested that economic disparities might contribute to the HIV epidemic among black women (3, 4) . A history of genital herpes was also strongly associated with HIV infection. This finding supports the need for intervention programs offering comprehensive diagnosis, treatment, and prevention services for HIV and other STDs (5). In addition, HIV-positive women were less likely to discuss HIV risk behaviors with their male sex partners. Encouraging women to discuss with their partners HIV status and other STD and druguse history might provide them with information that leads to HIV risk reduction.
Because some study participants had been sexually active at a young age, targeted HIV-prevention messages might be more effective if introduced at younger ages and widely disseminated through various modalities, including families and those channels suggested by study participants. Furthermore, because many HIV-positive women were unaware of their HIV status until after presentation for prenatal care, integration of routine HIV testing and prevention messages in medical settings for sexually active persons might be beneficial.
The findings in this report are subject to at least five limitations. First, the low participation rates among patients might have introduced selection bias. Data comparing participants with nonparticipants were not available. Second, the results might not be applicable to all black women at risk for acquiring HIV infection, particularly those who are of higher socioeconomic status. Third, assessment of many of the complex sociocultural factors that likely influence HIV risk in this population was not possible. Fourth, causality could not be demonstrated in the association between HIV and a history of herpes, and the relationship between receipt of public assistance and HIV serostatus could not be clarified. Finally, because only a few HIV-positive male partners were interviewed in this investigation, describing the role of male partner risk in HIV transmission among black women in North Findings from this investigation demonstrate the need for multiple approaches to reducing HIV infection among black women. CDC, in collaboration with state and local health departments and community-based organizations (CBOs), is disseminating effective HIV-prevention interventions that target sexually active black women (6, 7) . In addition, CDC's Advancing HIV Prevention strategy has introduced programs (e.g., HIV testing and sexual network demonstration projects) to improve HIV testing in at-risk populations (8) . Whereas CBOs are funded to implement these programs throughout the United States, ensuring that such programs are accessible to black women living in disadvantaged areas of the urban and rural South is vital. In addition, more resources and prevention strategies are needed to help address underlying causes of HIV transmission in black women, such as poverty and partner risk behavior. Halting the spread of HIV among black women will require HIV-prevention strategies and programs that encourage delays in sexual activity, consistent condom use, mutually monogamous relationships, and improved partner communication. Furthermore, efforts are needed to introduce age-appropriate sex education before beginning of sexual activity, improve the availability of HIV and STD testing and treatment, and focus attention to the economic constraints that create challenges for disadvantaged black women to prioritize health issues such as HIV.
Tobacco Use Among Students Aged 13-15 Years -Philippines, 2000 and 2003
Tobacco use is one of the major preventable causes of premature death and disease in the world. A disproportionate share of the global tobacco burden falls on developing countries, where an estimated 84% of the world's 1.3 billion current smokers live (1). The Global Youth Tobacco Survey (GYTS), part of the Global Tobacco Surveillance System (GTSS) initiated by the World Health Organization (WHO) and CDC, was developed to monitor youth tobacco use, attitudes about tobacco, and exposure to tobacco smoke, and has been completed by approximately 1.4 million students in 133 countries (2) . A key goal of GTSS is for countries to conduct the GYTS every 4 years. This report presents findings from the GYTS conducted in the Philippines in 2000 and 2003, which revealed substantial declines in the proportions of students aged 13-15 years who currently smoked cigarettes, currently used other tobacco products, were likely to start smoking in the next year, or were exposed to secondhand smoke in public places. The findings also indicated an increase in the proportion of students who supported bans on smoking in public places, had learned about the dangers of tobacco use in school, and had seen antitobacco messages in media and advertising. Public health authorities in the Philippines should evaluate their current tobacco-control programs and enhance or expand them to further reduce youth smoking.
GYTS is a school-based survey that collects data from students aged 13-15 years by using a standardized methodology for constructing the sample frame, selecting participating schools and classes, and processing data. GYTS uses a twostage, cluster-sample design that produces representative samples of students in grades associated with ages 13-15 years (2) . In the Philippines, this age range is covered by the second, third, and fourth years of secondary school; the GYTS sampling frame included all secondary schools containing these grade levels. At the first sampling stage, the probability of selecting a school was proportional to the number of students enrolled in the specified grades. At the second stage, classes within the selected schools were randomly selected. All students attending school in the selected classes on the day the survey was administered were eligible to participate. In 2000, a total of 11,630 students completed the GYTS, and in 2003, a total of 7,478 completed the survey. The school response rate was 90.0% in 2000 and 99.3% in 2003; the student response rates were 88.7% and 85.4%, respectively; and the overall response rates (i.e., school rate multiplied by student rate) were 79.7% and 84.8%, respectively. This analysis compared the 2000 and 2003 survey results by using several indicators of tobacco use. The indicators included lifetime cigarette smoking, age of initiation of cigarette smoking, current cigarette smoking, current use of other tobacco products, likelihood of never smokers to initiate smoking in the next year, exposure to secondhand smoke, tobacco education, exposure to tobacco images in media and advertising, cessation efforts, and access to tobacco. All differences noted are statistically significant (p<0.05) with nonoverlapping 95% confidence intervals.
In both years, approximately four in 10 students in the Philippines reported ever smoking cigarettes (i.e., even one or two puffs): 42.8% in 2000 and 41.9% in 2003 (Table 1) . Adolescent boys were significantly more likely than adolescent girls to have ever smoked. Approximately one in eight students who had smoked cigarettes reported smoking their first cigarette before age 10 years: 12. Changes in current tobacco use were mirrored by other results that indicated an increase in antismoking sentiment in the Philippines. Although the percentage of students who reported that their parents smoked did not change (approximately 56% in both 2000 and 2003), the percentage of students reporting exposure to secondhand smoke in public places declined from 74.6% in 2000 to 59.0% in 2003 (Table 2 ). In addition, support for bans on smoking in public places more than doubled, from 39. Editorial Note: The findings in this report suggest that, from 2000 to 2003, tobacco use and exposure to secondhand smoke in public places declined significantly among students aged 13-15 years in the Philippines. In 2003, students were less likely to use tobacco currently, less likely to be exposed to secondhand smoke, more likely to support bans on smoking in public areas, and more likely to have learned in school and from the media about the health hazards of tobacco use. Finally, fewer students reported being offered free cigarettes in 2003 than in 2000.
During the same period, major changes in tobacco-control policies in the Philippines might have contributed to these changes. For example, before 1999, no restrictions on tobacco advertising and promotion were in effect, and few smoke-free policies existed. In addition, a lower level of taxation on tobacco products, few education efforts, and low enforcement 
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of age restrictions for tobacco sales were observed. The Philippines Clear Air Act of 1999* identified cigarette smoke among the country's pollutants and instituted smoke-free indoor air laws. The national law still allows designated smoking areas in restaurants and other indoor areas, but some cities have declared all indoor areas completely smoke-free. The government is also seeking increased taxes on cigarettes. In 2003, the Youth Smoking Cessation Program † declared smokefree campuses, improved training for students and teachers, and levied penalties for smoking. The Tobacco Regulatory Act of 2003 § seeks to increase public education measures, ban all tobacco advertisement, strengthen warning labels on tobacco products, and prohibit sales to minors. All of these smokefree programs have received extensive national and local media coverage. The findings in this report are subject to at least three limitations. First, because the sample surveyed was limited to youths attending school, it might not be representative of all adolescents aged 13-15 years in the Philippines. During school year 2002-03, the gross enrollment ratio in secondary schools was 65.7% (3) . Second, these data apply only to youths who were in school on the day of the survey and who completed the survey. Despite this limitation, response rates were 89% in 2000 and 85% in 2003, suggesting that bias attributable to absence or nonresponse might be limited. Finally, data are based on the self reports of students, who might under-or over-report their use of tobacco. The extent of this bias cannot be determined from the Philippines data; however, responses to tobacco questions on surveys in the United States similar to GYTS have demonstrated good test-retest reliability (4).
The declines from 2000 to 2003 in cigarette smoking and other tobacco use among students in the Philippines were encouraging. However, other findings were of concern. In 2003, 13.8% of students who had never smoked indicated they would likely initiate smoking in the next year, with no difference between adolescent boys and adolescent girls. In addition, approximately eight in 10 students reported seeing pro-tobacco messages on billboards and in newspapers and magazines. Students who smoke also reported little difficulty purchasing cigarettes in stores. To reduce tobacco use among adolescents in the Philippines, continued efforts are needed to monitor these behaviors and to develop, evaluate, and disseminate effective prevention strategies. Systematic global surveillance of youth tobacco use is the essential first step in attempting to prevent the projected epidemic of death and disease that smoking will cause in the 21st century (5) . The GYTS enhances the capacity of countries to evaluate their tobacco-prevention and -control programs. The more than 30% reduction in current tobacco use observed in the Philippines should encourage other countries that youth tobacco use can be reduced substantially during a short period.
Progress Toward Poliomyelitis
Eradication (2), and a polio outbreak is currently affecting 17 of the country's 26 states (3) . This report describes the outbreak and response and provides an update on acute flaccid paralysis (AFP) surveillance and supplementary immunization activities (SIAs) in Sudan. The outbreak underscores the importance of continued SIAs in polio-free countries with low routine vaccination coverage, even in areas with moderate to low population density, as well as the need to ensure uniformly high-quality AFP surveillance.
Routine Vaccination
The Sudanese Ministry of Health reported that 74% of infants had received 3 doses of oral poliovirus vaccine (OPV3) in 2003, whereas WHO and the United Nations Children's Fund (UNICEF) estimated national OPV3 coverage in Sudan to be 50% for the same year. However, OPV3 coverage in conflict-affected southern Sudan is estimated to be substantially lower than national estimates. 
Supplementary Immunization Activities

AFP Surveillance
The key WHO-recommended indicators for monitoring AFP surveillance quality are the rate of AFP cases reported (target: >1.0 per 100,000 population aged <15 years) and the percentage of AFP cases for which adequate specimens § were collected (target: >80%). Both north-central and southern Sudan exceeded the targets for AFP surveillance quality in 2002 (AFP rate: 2.6; AFP cases for which adequate specimens were collected: 90%), although population denominators for southern Sudan are uncertain. Nationally, surveillance quality remained high 
WPV Incidence
The last WPV1 case detected in Sudan before the current outbreak was identified in April 2001 in Unity state, southern Sudan. The first case of the outbreak was detected in May 2004 in West Darfur, and the outbreak is currently affecting 17 of 26 states (109 WPV1 cases in 15 states and three WPV type 3 [WPV3] cases in three states) ( Figure 2) ; both WPV1 and WPV3 were detected in one state (Unity). Although six cases have been reported in six states since the second NID round in November 2004, the epidemic curve suggests a waning of the outbreak, after accounting for reporting and laboratory delays ( Figure 1) . As of January 14, the last case detected with WPV had a paralysis onset date of December 14.
The This poliovirus outbreak confirms the importance of continued SIAs for polio-free countries with low routine vaccination coverage, even in areas with moderate to low population density, such as those found in Sudan. It also underscores the need to ensure that surveillance quality is uniformly high throughout the country, especially in areas with continued armed conflict and difficult access; genetic sequencing suggests that WPV3 transmission in Sudan might have gone undetected for >36 months.
Despite the cessation of NIDS in 2002, the Sudanese Ministry of Health and national and international polio partners in Sudan responded rapidly to the outbreak. Large-scale subnational SIAs were planned and implemented in a timely manner in western Sudan under geographically and politically difficult conditions. Surveillance data indicating a possible waning of the outbreak suggests that the 2004 SIAs have had an impact on breaking chains of WPV transmission.
The global eradication initiative should increase efforts to stop transmission in Sudan to prevent further spread into neighboring countries. A SNID was conducted in January 2005 in all but four states in the south and will be followed by three NID rounds in February, March, and April. The peace agreement signed in January 2005 by the Sudanese government and the country's main southern rebel group might increase access to children living in conflict-affected areas in the south. Despite progress, the need remains to ensure safe access to vulnerable groups of children, especially in the western and southern parts of the country. Furthermore, the reintroduction of WPV in multiple western and central African countries and the outbreak in Sudan illustrate the continued risk of WPV importation and spread posed by areas where polio remains hyperendemic, such as northern Nigeria.
Notice to Readers
National Parent Leadership MonthFebruary 2005
February is National Parent Leadership Month, dedicated to recognizing the important role of parents in raising healthy families in their homes and communities. The event is sponsored by Parents Anonymous ® Inc., which is supported by private and government agencies, including CDC. Throughout the month, events across the United States will present information on how parents and foster parents can become active leaders in promoting positive behaviors and preventing childhood injuries.
Each year in the United States, hundreds of thousands of children and adolescents are at high risk for injuries, some involving child abuse and neglect, that can lead to death or disability (1) . During 2002, according to data collected from state child protective services agencies, an estimated 896,000 children were determined to have been abused (2) . Children who experience maltreatment are at increased risk for adverse health effects and behaviors as adults, including smoking, alcoholism, drug abuse, physical inactivity, severe obesity, depression, suicide, multiple sex partners, and certain chronic diseases, such as heart disease and diabetes (3).
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